The Support of Oral Feeding for Fragile Infants (SOFFI) method of bottle feeding rests on quality evidence along with implementation details drawn from clinical experience. To be clear, the SOFFI Method is not focused on the amount of food taken in but on the conduct of the feeding and the development of competent infant feeding behavior that, consequently, assures the intake of food necessary for growth. The unique contribution of the SOFFI method is the systematic organization of scientific findings into clinically sound, easily followed algorithms and a manualized Reference Guide for the assessments, decisions, and actions of a good quality feeding. A good quality feeding is defined by a stable, self-regulated infant and a caregiver who sensitively (responsively) adjusts to the infant's physiology and behavior to realize a feeding experience in which the infant remains comfortable and competent while using feeding abilities achieved to that point. The SOFFI Reference Guide and Algorithms begin with pre-feeding adjustments of the environment and follow step by step through a feeding with observations of specific infant behavior, decisions based on that behavior, and specific actions to safeguard emerging abilities and the quality of the experience. An important aspect the SOFFI Reference Guide and Algorithms is the clarity about pausing and stopping the feeding based on the infant's physiology and behavior rather than based on the amount ingested. The specificity of each observation, decision, and action enables nurses at all levels of experience to provide quality feedings based on scientific rationale and, therefore, to assist parents in learning to feed their infants successfully. The theoretical framework and scientific basis of the SOFFI method are found in Ross and Philbin (2011 . Publisher's Disclaimer: This is a PDF file of an unedited manuscript that has been accepted for publication. As a service to our customers we are providing this early version of the manuscript. The manuscript will undergo copyediting, typesetting, and review of the resulting proof before it is published in its final citable form. Please note that during the production process errors may be discovered which could affect the content, and all legal disclaimers that apply to the journal pertain. 
The SOFFI Reference Guide, algorithms and appendices are a manualized clinical resource for bottle feeding preterm, ill, and fragile infants with empirical research providing the definition of quality. The algorithms guide a clinician through assessments, decisions, and consequent actions. At points of assessment and action the algorithms indicate the lettered and numbered section of the SOFFI Reference Guide that contains relevant information or guidance. Each section of the Guide includes a brief statement of the topic, the details of the assessment or course of action that would result in a good quality feeding and details of conditions or actions that would likely diminish the quality of the feeding.
One would not refer to the SOFFI materials or make notes during a feeding as this would distract attention from the infant and be disruptive. While learning the method one would study its scientific basis 1 , algorithms, reference guide, and appendices away from the bedside, practice remembering the details of a specific feeding, and subsequently use the SOFFI resources for self-evaluation. Practice in remembering the details of the feeding has a secondary benefit of sharpening one's attention to infant behavior generally. Nurses can learn in pairs by arranging for one to silently observe the other during a feeding, identifying the assessments made and actions taken, and both reviewing the feeding together afterward, away from the bedside.
The SOFFI method and its scientific basis are fully described in Ross & Philbin (2011) . 1 A brief summary is provided here.
The primary objective of the SOFFI method is the development of an infant's competence in feeding in the context of pleasurable, relaxed, and controlled feeding experiences. This results in associating hunger, feeding, and food with rewarding/pleasurable experience. Feeding competence is generally well developed in a term newborn before birth and before requirements of ingesting food for growth. Therefore, the adult's (usually parent's) skill in making feeding enjoyable usually involves more or less simple adjustments to an infant's individual characteristics. By contrast, feeding competence may be lacking or minimally developed in a preterm, ill, or fragile infant when the requirement of ingesting food for growth is imposed. In this case considerable skill is required to bring an infant to competence in feeding with solid pleasurable associations between hunger, feeding and food. It is not difficult to "make" a preterm infant swallow milk/formula from a bottle with weight gain as the goal. However, an infant whose feedings are driven by this goal is at risk for acquiring defensive or problematic feeding behavior, a solid association between feeding and discomfort such as struggling to breathe and, consequently, an aversion to food and feeding.
The SOFFI algorithms, Reference Guide, and appendices are successful resources for nurses and others to acquire the professional skills necessary to provide pleasant experiences before, during, and after feeding even though the infant has immature or atypical feeding abilities. To do this the caregiver uses the infant's behavior to guide adjustments that maintain physiologic stability, enjoyment of the experience, and the competence of emerging abilities. For example, direct supports for a bottle-fed infant may include selecting an appropriate nipple or eliminating pre-feeding activities that cause fatigue. Indirect supports may include adjusting light and noise levels and actively managing one's own attention, emotional state, and behavior. [2] [3] [4] [5] [6] The following is an example of using the SOFFI feeding algorithm to assess, decide, and act in order to maintain a comfortable, competent feeding experience for a beginning feeder.
At START the physical environment is adjusted to the needs of the infant as much as possible (Guide A) and the infant has previously shown stability during routine care (Guide B). The nurse now determines that the infant is physiologically stable lying undisturbed in bed at the time of the particular feeding (Guide E) and showing readiness by wakening somewhat and mouthing the blanket. When he is picked up, however, the respiratory rhythm becomes somewhat irregular (Guide F). Observing this, the nurse decides to support a return to physiologic stability by carefully swaddling the infant in a blanket, and holding quietly. Soon after, the nurse offers a pacifier for pre-feeding non-nutritive sucking. The infant accepts the pacifier and, with sucking, returns to stable respirations and becomes more awake (Guide F). The nurse then offers the bottle with a standard nipple (Guide G). The infant feeds with good suck-swallow-breathe coordination including regularly pausing to breathe between 3 to 5 suck-swallows and maintaining physiologic stability (Guide B). The feeding continues with evidence of the infant's physiologic stability. The nurse assesses the level of participation noting good tone through the face and regular suck-swallow-breath patterns (Guide H). Assessing efficiency (Guide I) she notes that there is no milk around the outside of the nipple, no gulping sounds, and the sucks are extracting sufficient milk from the bottle. She continues the cycle of observations through stability, participation, efficiency, and self-pacing. Later, however, the infant begins to drip milk around the nipple, has longer periods between sucking bursts, appears more sleepy, and has less tone throughout the body and face (Guide H). She judges that the infant is tired and temporarily stops the feeding to rest and reorganize while holding him quietly in alignment in a vertical position. (There is no back patting/rubbing to force a burp.) [By contrast, if there was dripping around the nipple but good facial tone and active sucking, the nurse would assess the sucking as inefficient (Guide I). In this case, she would stop the feeding to change the nipple to one with a slower flow rate, observing whether this corrects the spillage (Flow Rate / Nipple Selection algorithm and Appendix A).] The infant burps spontaneously, becomes more drowsy, and resists taking the nipple. The nurse then decides to stop the feeding (STOP, Guide C & D), holds the infant somewhat upright for a few minutes to facilitate a further burp, and returns him to bed either wrapped as during the feeding or unwrapped, leaving him undisturbed, on top of the blanket in which he was held. [Had the infant actively accepted the nipple after resting and continued to feed, the nurse would follow his lead continuing with assessments and decisions around the algorithm.]
The SOFFI Reference Guide was developed from a variety of sources but particularly from the writings, research, and clinical knowledge of Als, Browne, Ross, and Philbin. [4] [5] [6] [7] [8] [9] [10] [11] [12] More complete descriptions of the outward signs of infant stability and behavioral organization and of contingent (sensitive) caregiver responses are described in the abundant literature on the subject. 6, 7, 10, 11, [13] [14] [15] Additional evidence supporting the SOFFI method and Reference Guide is found in a variety of resources. 4-6, 9, 10, 16-33 Skill training programs that address preterm and high risk infant feeding include the Newborn Individualized Developmental Care and Assessment Program (NIDCAP), the Fragile Infant Feeding Institute (FIFI), the Family Infant Relationship Support Training (FIRST), and Made to Order. 4-9, 13, 14, 27, 34-37 
Supplementary Material
Refer to Web version on PubMed Central for supplementary material. Beginning at START, the SOFFI Bottle Feeding Algorithm guides the caregiver through a sequence of assessments, decisions, and actions to realize a safe, high quality infant feeding. Beginning at "Start, the SOFFI Efficiency; Flow Rate and Nipple Unit algorithm guides the caregiver through assessments, decisions, and actions to determine the nipple unit most compatible with the oromotor strength and coordination of an individual infant. The pacing technique leads the caregiver through a series of assessments, decisions, and actions to facilitate the infant's coordination of suck-swallow-breathe. A graduated series of levels leads the caregiver to the pacing method most suitable for an individual infant. 38 Often apparently sleeping infants will open their eyes quickly if the light becomes quite dim. Feeding in bright light (normal NICU general lighting) requires effort defending against light that could go toward feeding.
Provide
For infants < 32 weeks post menstrual age (PMA) adjust lights to dim when awake (to permit eye opening) and to near dark when asleep (to maintain biologically expected low light levels for visual development during sleep). When feeding turn the chair so that the infant faces into the darkest area and add a "scarf" or tent of dark or opaque material across the infant's head to make shade for the face. A dark shawl draped across your shoulder and the baby's head may also provide dim lighting needed. Add your own face to an interaction with care, watching for signs of physiologic or behavioral instability. 14, 39 Avoid Avoid keeping light levels the same despite the infant's behavior (e.g., infant in the dark when awake or in the light when asleep). Avoid exposure (little or no shielding) to bright light (standard NICU lighting) during feeding. Avoid sitting so that brightly or strongly colored objects are in the line of sight as these cannot be escaped, and easily interfere with attention to feeding.
GUIDE A-2 AUDITORY ENVIRONMENT
With multiple layers of acoustic protection, the fetus develops in quiet approximating a profound hearing loss. 40, 41 Even so, the second trimester preterm's hearing is acute and a NICU that is quiet to adults can challenge an infant's self-regulation. Improving quiet makes it easier for the infant to manage a feeding.
Provide
To protect an infant from noise distraction and physical stress during feeding (and at other times as well) maintain sound levels in the NICU within Recommended Standards: typically about 45 dBA no more than50 dBA about 10% of the time and rarely at 65 dBA for brief moments. 42 To minimize distractions and startles while feeding, place noise-generators outside the infant space: delivery carts, storage areas, travel paths, conversation/work areas. Maintain carts, sinks, etc. for quiet operation. Carefully govern personal noise production, conversation, etc. while feeding or while a nearby infant is feeding.
Avoid
Laughing and talking on the phone are always louder than speaking directly to others. Avoid conditions that keep these sound sources and extended communication near the infant space. Discourage others from approaching you during a feeding. (Most messages can wait.) Avoid jumping in on others' conversations while feeding.
GUIDE A-3: VOICE
Mother's voice is consistently and clearly heard in the second trimester. 43 Features of the native language are learned then and mother's voice is recognized at preterm birth. 44, 45 Continued exposure to Mother's voice after birth is important for attachment and language development. Feeding is the universal occasion for mothers and infants to communicate with voice.
Provide
During feeding, add face-to-face interaction with voice only as the infant becomes proficient and makes eye contact or shows other bids for engagement. Use a quiet voice that responds to the baby's physiology and behavior. Judge whether to continue if the infant looks away, breathes faster, or becomes fussy. Provide extensive opportunities for mothers to feed their infants and for infants to hear mother's voice in quiet conditions. Support mothers in using their own style and judgment about talking, singing, etc. However you may evaluate her speech and voice, this is the infant's primary source for acquiring language.
Avoid
Avoid loud talking and group conversation in the infant area. Avoid looking away from the baby while feeding to talk to someone else. Avoid talking to the baby without responding to the physiology, movement, facial expression, or behavioral state. Avoid telling mother how or when to use her voice; how, what, or when to sing, etc. Avoid recorded speech or music during breast, bottle, or gavage feeding as the volume is difficult to control and the sound features and quality are often poor; infants know the difference between a voice recording and the real thing. [46] [47] [48] Recorded sound can become aversive teaching the infant to not attend to it.
GUIDE A-4 ODORANTS; THE ENVIRONMENT OF SCENT
Infants use scent to identify their mother. 49, 50 Scent is important to attachment. Discrimination of maternal scent can be interrupted by scents that adults do not perceive as strong. 51 Provide For adults: Use unscented hair products, lotions, soaps, after shave. etc. when giving care. Ensure that hospital-provided adult-use soap, lotion, and alcohol rub are unscented. Completely dry alcohol rub before approaching the infant for a feeding. Separate strongly scented materials (e.g., alcohol swab) from feeding time as much as possible as it is aversive. For adults: Explain the rationale for protecting the baby from scents other than the mother's natural (un perfumed) scent. Place mother's breast pad near infant's face and change to fresh pads several times a day if possible as natural odorants become inactive rapidly. 51 Avoid For adults: Avoid perfume, after shave, scented lotions and hair products. Avoid (as much as possible) using alcohol wipes near or on the infant before or after feeding time.
Avoid approaching the infant with moist alcohol rub on hands. For parents: Avoid failing to provide parents with information about deleterious effects of their perfumes, after shave lotions, etc. on the infant's ability to recognize the mother. Avoid telling a mother to put perfume on something she leave in the infant's bed as this will likely be aversive and covers whatever of her natural scent there may be.
GUIDE A-5
Provide Avoid
GUIDE A ENVIRONMENT PREPARATIONS FOR FEEDING GENERAL CONDITIONS SUPPORTING STABILITY PREPARATIONS FOR FEEDING GENERAL CONDITIONS CHALLENGING STABILITY GUSTATORY (TASTE)
Taste is closely associated with feeding and part of the learned response to feeding. Preterm and term infants can discriminate among similar tastes and show preferences. 52 Provide pleasant tastes (i.e., mother's milk or formula) with feeding. Place drops of milk/ formula on infant's lips or fingers (for sucking) during gavage feeding. Separate unpleasant tastes from feeding (e.g., give vitamins between feedings without a milk vehicle and by gavage when possible). Separate unpleasant tastes from tasks involving the mouth; rinse gloved fingers in sterile water and dip in breast milk/formula before putting them in the infant's mouth.
Avoid combining unpleasant tastes with milk and feeding (e.g., putting vitamins in milk/ formula). Avoid using flavored pacifiers as the "flavor" chemicals are untested and create a strong taste unrelated to milk. Avoid putting un-rinsed (milk, sterile water), gloved fingers directly in infant's mouth.
GUIDE A-6 GENERAL HANDLING AND TOUCH
Preterm infants are very sensitive to handling. Abrupt handling is typically aversive. Handling can be disorganizing to physiology and behavior of preterm or ill infants.
Provide
Announce your presence with quiet touch and voice before handing. Use gradually changing, smooth, slow movements before, during, and after feeding with a gradual offon touch pressure. Support the whole body continuously during movement or turning. Adapt touch and handling to the infant's movement, facial expression, behavioral state or physiologic changes. For infants < 40 weeks PMA arrange or allow for a midline, semi-tucked position of the arms, legs, and spine with midline positioning of the head to facilitate oromotor skill.
Avoid
When approaching an infant for a feeding, avoid touching/handling without warning. When changing a diaper, wrapping, etc. avoid abrupt, quick movements of the infant's body and rapid on and off touch pressure. Avoid supporting some body parts but not others (e.g., holding only head and buttocks). Avoid maintaining the adult task agenda for the feeding independent of the infant's movement, expression, behavioral state, or physiologic changes. Avoid prioritizing completion of a feeding over infant comfort and organization
Guide A-7 Experience with Hands-to-Mouth SelfSoothing & Sucking
When the infant is awake, help to bring hands-to-mouth for rooting and sucking practice, as tolerated. Position in sleep so that hands can be brought to mouth on awakening. Offer pacifier with milk tastes when infant is aroused and needs calming, or is alert and rooting.
Avoid
Avoid restraining hands by swaddling them inside the blanket, placing nesting ties over them, or placing them inside a tight "nest".
GUIDE A-8 PLANNING & CONTROL
A rested infant is more likely than a tired infant to maintain physiologic stability, motor tone and control, and state control for a successful feeding.
Provide
Throughout the day prioritize essential tasks around feedings as much as possible so that essential tasks are planned for their effect on the infant's reserves for feeding. Minimally necessary tasks that make high demands can be postponed or eliminated if the infant's self-regulation is heavily challenged by higher priority tasks or the feeding itself. Consider the entire 24-hour day when estimating the effects of events (including routine tasks) on the energy and self regulation needed for feeding. Spread tasks and stressful events across the day (not necessarily in "clusters") and perform them when the infant is awake. Novice feeders or those having difficulty maintaining selfregulation in many situations may tolerate only picking up (without re-swaddling or other activity) and immediately starting the feeding. Assist parents to learn to prioritize tasks by explaining the reasoning for your choices and planning.
Avoid
Avoid thinking that the effects of routine tasks (physical stress, pain, etc.) are separate from or do not affect competence in feeding. Avoid a series of routine care activities immediately before a feeding until the infant maintains all-round self-regulation during the tasks with surplus energy and organization for the feeding. Avoid adding tasks or procedures to an existing bundle/cluster without evaluating their cumulative effects on the baby. Avoid an uninterrupted series of clearly stressful procedures "to get it over with so he can rest" as the recovery time may be longer than the time between feedings. Avoid completing parent's care activities before they arrive. Avoid leaving parents alone while giving care until they have mastered the skill of planning with the effect on the infant as the primary consideration.
GUIDE A-9 PREPARATION FOR A FEEDING
Thorough preparation provides the caregiver with better concentration, less unrelated movement, and the infant with a predictable sequence of events, facilitating learning. A well-fitting chair and foot stool support Provide Organize equipment and the environment before touching the infant or opening the incubator (e.g., locate a comfortable chair, and foot stool.) Adjust lighting or turn the chair to reduce light in the infant's eyes. Clear a flat surface. Lower monitor alarm levels if possible. Bring all items to a place within easy reach during the feeding. Arrange for someone else to answer calls or check monitor alarms. Help parents prepare for a feeding, setting up feeding materials as
Avoid
Avoid an incomplete set-up of materials and the environment before starting the feeding. Avoid a disjointed, start-stop series of activities after touching the infant. Avoid using whatever chair that is available even if it is uncomfortable for you or the parent. Avoid answering the phone or pager during feeding. Avoid a staff tradition that requires getting up during a feeding to check on another infant. Avoid leaving parents to set
GUIDE A ENVIRONMENT PREPARATIONS FOR FEEDING GENERAL CONDITIONS SUPPORTING STABILITY PREPARATIONS FOR FEEDING GENERAL CONDITIONS CHALLENGING STABILITY
aligned body mechanics, concentration, and more secure holding.
needed so that they can eventually become independent with feeding.
up for the feeding on their own until they indicate a wish to do so. 
GUIDE B ASSESSING STABILITY ASSESS INFANT: INDICATORS

Instability
Heart rate above or below the resting limits or standards for the unit or baby.
GUIDE B-2 SKIN COLOR
An indicator of autonomic system regulation Stability Color across face and body is pink or mildly pale. Color remains stable. Instability Color across face and body is pale, flushed/ red, dusky (circumoral, orbital, elsewhere across the face), or mottled (network of veins apparent). Skin areas alternate between pale and dusky. Color has changed from pink or mildly pale.
GUIDE B-3 RESPIRATORY & BLOOD OXYGEN
A stable respiratory rate and blood oxygen levels are necessary for coordinated suckswallow-breathe. 54 Stability Respiratory rate (RR) within 20% above or below the average of recent resting RRs or within the unit-based or individual standard for limits. Regular breath-to-breath intervals; absence of pauses longer than 5 seconds between breaths. Blood oxygen levels stable; above the lower limit determined for this baby. Instability RR outside unit-based or individual limits, irregular breath-to-breath intervals, pauses greater than 5 seconds between breaths, gasping, yawning, coughing, hiccoughing, retractions, stridor, nasal flaring, increased effort of breathing, puffing/huffing motions, expiratory grunt. Blood oxygen levels (i.e. desaturations) below the lower limit for the particular infant.
GUIDE B-4 GASTROINTESTINAL
Retaining and digesting a feeding requires a stable gastro-intestinal system. 54 Stability Uneventful digestion after recent feedings: stomach emptying between feedings, soft belly between feedings, regular elimination patterns. Small spit up, if any.
Instability
Diarrhea or constipation, substantial spit up, gagging, showing signs of discomfort during or after feeding eating (e.g. intervals of squirming, face shows distress), not emptying stomach between feedings, feeding intolerance.
GUIDE B-5 BEHAVIORAL STATE, STATE STABILITY
Infants feed more successfully in drowsy or awake behavioral states and with behavior state stability. 55-57
Stability
Clearly differentiated behavioral states. Gradual changes from one state to another. Fussing or crying stops with minimal caregiver assistance. For feeding, a somewhat drowsy or alert state or arousal to a drowsy or alert state with simple handling. For infants with bronchopulmonary dysplasia (BPD)/chronic lung disease (CLD) successful feeding is possible with a skillful caregiver following a highly individualized plan even though behavior states are less clear, change more rapidly, and require more inclusive or longer assistance to calm from crying.
Instability
Very unclear behavioral states (e.g. asleep or awake?). Rapid changes from one state to another (e.g., sudden onset of fussing, sudden sleep); prolonged fussing or crying; difficult to calm or console from crying or fussing. When determining readiness to feed, use the same definition of state for all infants, including those with BPD/CLD.
GUIDE B-6 MOTOR (MOVEMENT) AND TONE)
Good tone stabilizes the body for feeding. In face and neck it enables efficient suck-swallowbreathe. 54 Stability Good tone (neither flaccid nor stiff) as indicated by moderate flexion in upper and lower extremities, neck, and trunk. Smooth, purposeful movements of extremities. Predominant midline position at rest; few tremors.
Instability
Generally flaccid or limp; sagging in face, body, or extremities; rigid or tight in face, body or extremities. Arching the neck and spine. Attempts to block face with hand or arm; turning head away from the caregiver when held in feeding position. Flailing or jerky movements or multiple tremors.
GUIDE C STABILIZING & REORGANIZING FEEDING IS DEFERRED OR STOPPED STABILIZING AND REORGANIZING AFTER DECREASED SELF-REGULATION FEEDING IS DEFERRED OR STOPPED BARRIERS TO STABILIZING AND REORGANIZING FEEDING IS DEFERRED OR STOPPED GUIDE C-1 REST BREAK
A period of minimal stimulation supports the infant's efforts to regain self-regulation and feed more successfully afterward.
Stability
Stop the activity of the moment (e.g., feeding, readjusting position). Observe the infant closely making small to moderate adjustments in body position for increased Instability Avoid continuing the activity of the moment (e.g., readjusting position, feeding). Avoid looking around or talking to others. Avoid rocking the infant in a chair, bouncing on
GUIDE A ENVIRONMENT PREPARATIONS FOR FEEDING GENERAL CONDITIONS SUPPORTING STABILITY PREPARATIONS FOR FEEDING GENERAL CONDITIONS CHALLENGING STABILITY
comfort (e.g., reduce angle of trunk flexion; tip bottle down to stop the flow). Hold the baby still (e.g., cease rocking in chair, bouncing baby's body in arms or with own leg movement.) knees or in arms. Avoid large position changes or increased handling (e.g., rewrapping). Avoid actively burping.
GUIDE C-2 ENVIRONMENTAL STIMULATION
External stimulation adds to disorganization / loss of self-regulation. It burdens efforts at reestablishing self-regulation.
Stability
To the extent possible, make changes to create an environment that is less stimulating (e.g., shield eyes from light.) Cease talking and engaging in other activities (Guide A: General Conditions Supporting Stability) Instability Avoid maintaining the current level of environmental stimulation (e.g., brightly lit, noisy, adult conversation and activity near the infant.) (Guide A: General Conditions Supporting Stability)
GUIDE C-3 STABILIZING BODY POSITION RECOVERING FROM MOTOR DISORGANIZATION
Disorganized movement, flailing, arched posture, etc. prevent state organization and increase likelihood of physiologic disorganization (e.g., increased HR, RR). 34 
Stability
Wrap a flailing or crying infant carefully with extremities in midline and shoulders & feet supported by a wrapped blanket. Hand swaddle (Guide C-7) -OR-surround infant with flexible nesting materials allowing room for movement with feet braced. Continue hand swaddling until self-regulation has returned to baseline. Hand-swaddle arms and legs during care or feeding if infant shows physiologic or behavioral disorganization. Alter position as needed (e.g., to sidelying) 58 to locate position of comfort.
Instability
Avoid wrapping tightly, because while the baby may stop moving, this may indicate giving up an attempt at self management or self-comforting. Avoid placing an infant inside either a tight, confining nest or one so long that the feet cannot reach to foot end (i.e., no foot brace available). Avoid wrapping too loosely to provide containment (e.g., leaving feet outside the wrap.) Avoid placing on a flat surface (the bed, the scale) with no containment. Avoid leaving an unsettled baby alone.
GUIDE C-4 STABILIZING BEHAVIORAL STATE
A stable drowsy or alert behavioral state enables comfortable, efficient feeding by permitting enlistment of multiple selfregulatory mechanisms that are not generally available in sleep, and is more likely to lead to successful bottle feeding. 55 , 56
Stability
Calm from crying or cry face, jerky or flailing movement or efforts to escape the bottle (e.g., turning head away, arching neck or back). Remove bottle. Employ other strategies described in Guide C. If infant is asleep (as opposed to drowsy), gently burp, as necessary, and return to bed without rousing if possible. Infants with BPD/CLD often have difficulty re-organizing behavioral state from sleep to an awake or drowsy state, and difficulty calming from crying and arching. Consistent caregivers (who know infant well), patience, and skill may be required.
Barrier -Instability
Avoid ignoring infant attempts to escape the bottle (turning head away, arching neck and/ or back). Avoid trying to make the baby feed when fussing, crying, or sleeping. Avoid not providing support for motor reorganization if the infant is arching or extending neck or back, flailing, showing other signs of disorganization. Avoid wakening a sleeping infant. Avoid leaving infants with BPD (or otherwise unstable) essentially on their own to calm from crying (e.g., in a swing)
GUIDE C-5 STABILIZING PHYSIOLOGY
Improved physiologic stability usually follows from regaining behavioral state and motor disorganization Stability Physiologic stability is usually supported by regaining motor control (e.g., from squirming, flailing, arching, etc.) and improving body position (e.g., to increase comfort). As well as regaining state organization (e.g., calming from fussing or crying to a sleep state or alert state). Depending on the infant's underlying physiology, the time required for regaining physiologic stability will vary from 1 to 10 or 15 minutes after state and motor systems are reorganized. Infants with BPD/CLD usually require more time and care than other infants due to difficulties with air exchange while distressed and consequent oxygen debt as well as their typical habits of prolonged crying, arched posture, etc. If increased oxygen support is required, decrease it as soon as possible.
Instability
Avoid increasing oxygen concentration or flow as a first or only strategy for reestablishing physiologic stability without considering the effort exerted by the infant. Avoid considering physiologic instability as unrelated to state and motor instability. Avoid not attending to disorganized behavioral states and movement when the infant is physiological instable.
GUIDE C-6 PACIFIER, NON-NUTRITIVE SUCKING
A pacifier is a strong stimulus the infant usually cannot override and must respond to by sucking. Sucking can distract from crying/ fussing, permitting faster state reorganization. However, forcing a pacifier into the mouth is aversive and contributes to
Stability
If the infant has difficulty settling, offer pacifier by brushing it against lips or cheek. Wait for infant to show an interest by mouthing or searching for it or opening mouth somewhat. Gently insert pacifier and withdraw if infant shows resistance with Instability Avoid forcing a pacifier into the mouth as a means of stopping crying or distress movements. Avoid keeping it in place with objects or blankets. Avoid putting milk on a pacifier if an infant is upset, crying (i.e.,
GUIDE A ENVIRONMENT PREPARATIONS FOR FEEDING GENERAL CONDITIONS SUPPORTING STABILITY PREPARATIONS FOR FEEDING GENERAL CONDITIONS CHALLENGING STABILITY
associating feeding (nipple in mouth, sucking) with aversive experience.
tongue, gagging, facial expression, turning head, etc.
avoid creating an association between milk and discomfort.)
Guide C-7 Hand Swaddling
Hand swaddling is effective across all ages of neonate and nearly all acuity levels.
Stability
See Hand Swaddling, below. If an infant is disorganized, crying, or otherwise too aroused to feed, hand swaddling either in arms or in bed is often effective in assisting the infant to regain self-regulation via attaining motor control. Although newly born, acutely unstable, and early gestation infants who are reactive to touch would not be bottle feeding, it is recognized that hand swaddling may be useful to these infants only by skilled staff or by parents if limited to light, still head and foot touch.
Instability
Avoid pushing or putting pressure on the infant's extremities, trunk, etc. so that movement is restricted. Assiduously avoid using hand swaddling for restraint. Or as a means of forced positioning. Avoid swaddling some extremities and not others if they are also flailing or in need of support. Avoid removing the hands until the infant can maintain motor control without it. Avoid quickly removing hands as the sudden change in pressure is arousing.
Hand Swaddling Purpose and Method
The purpose and method of hand swaddling appear to be often misunderstood as a way to help an infant to regain control by stopping his movement and securing his body in a desirable body position. Unfortunately, this is not hand swaddling but, rather, restraint. As hand swaddling is a particularly useful means of supporting an infant who is too distressed to feed, the method is described here in some detail.
The purpose of hand swaddling is to assist the infant to gain control of movement, NOT to prevent movement. With this goal in place, hand swaddling has several distinct uses.
First, hand swaddling is a gentle assist in controlling or directing movement of arms and legs. For an infant in a very disorganized (uncontrolled), crying/ flailing state (Brazelton/Als behavioral states 5 or 6) hand swaddling is done by gently cupping hands over the space bounded by arm and leg extensions and gradually reducing that boundary in the direction of the flexions. Initially, the hands provide a firm, resilient, "wall" that lightly limits flexion without pushing. With that as a first external limit (or control, or foundation) the infant gains increased control of flexion, eventually using the hand-wall to direct flexion by more purposefully pushing against it. The force of extensions may come under control after their direction). With increased control and smaller extensions, the hand-wall boundary becomes smaller allowing the infant to reach it without having to turn to greater extension. One can feel the return of control as the touch of a foot or arm becomes less like a random "kick" or "swat" and more like a directed "push off". With the gradual return of motor control, behavior state control is more attainable. It is important to maintain a light hands-on conclusion until the infant can maintain behavioral stability without it. To test this, remove the hands slowly and observe the infant for a full minute. A tired infant may fall asleep (behavioral states 2 or 1) if the hand swaddling is skillful and the infant otherwise comfortable. After removing the hands, a light cloth may be sufficient as a touch, kinesthetic reminder of the movement boundaries and help sustain control.
Hand swaddling is also used to direct the ineffective movement of a more organized (self-controlled) infant. An example would be gently directing jerky top arm extensions of a side-lying infant toward midline. In this case the adult's other hand might be lightly placed on the infant's head or trunk.
In all uses of hand swaddling for disregulated movements, it is important that the hands DO NOT PUSH on legs or arms, but rather gently follow the infant's lead in the speed and direction of the closing boundary. Pushing is counterproductive because it adds a further stressor, elicits a natural counter-push or more vigorous extension, and overrides the infant's efforts to attain the flexed position of comfort. Pushing extremities into contact with the trunk may result in the appearance of a calm infant, but if the hands are removed the infant's uncontrolled movements generally pop back. Similarly, forcibly putting the infant in a too-confining and obscuring blanket "boundary" conceals squirming resistance, not relaxation.
Hand swaddling also takes the form of a surrounding light touch to assist with relaxation or provide the comfort needed for asleep. This may be as limited as hands on head and foot or, surprising to some, only on the ball of a foot.
Parents may be particularly effective in this touch relaxation as they are focused on the infant's comfort and generally have time to stay "hands on" as long as the infant needs it. 
GUIDE D GAVAGE
Guide G-2 Stable Body Position
Competent feeding requires stable, forward flexion of the shoulders and of the extremities and stable control of neck and head with face at the midline. Without this positional and movement control, the infant wastes energy attempting to achieve balance and stability. There is also increased possibility of choking, and incompetent feeding as neck and head position are closely involved in suck-swallow-breathe coordination. 10 
Provide
If self-support as described here is not possible, a swaddling blanket is used to provide it externally. It is folded around the infant to support the shoulders and head (at the occiput) in a neutral to slightly flexed position; head and neck are aligned with the midline of the chest. Arms are positioned slightly forward (by the forward-flexed shoulder) so that the hands are free to locate their position of comfort near or on the face. Feet are stabilized with snug containment in the blanket by pulling the "foot" corner up across the body first and securing it with the right and left corners. In addition a pillow may be used to support the infant's entire body comfortably and to maintain the comfort and relaxation of the person providing the feeding. Reduce or withdraw supports over days as the infant achieves self-supporting abilities. During feeding support head and shoulders ON your arm.
Avoid
Avoid swaddling each infant's body position in the same way without individualizing to the needs of the infant. Avoid wrapping the baby loosely (or not at all) so that shoulders and head are not supported or the feet hang out. Avoid keeping the hands away from the mouth by wrapping them tightly inside the blanket with arms extended at the side as this restraint makes the baby uncomfortable and detracts from competent feeding when the baby fights against it. Restraining hands away from the face interferes with the development of face-hand coordination which later evolves to eye-hand coordination. Avoid resting the infant's neck on your arm. This causes neck extension (and possibly shoulder/scapular extension) and increases potential for choking/ coughing and defensive, disorganized oromotor behavior. Avoid grasping the infant's neck or base of skull to maintain head position. This eliminates infant's ability to turn away/ escape the bottle.
Guide G-3 Comfort of the Person Providing the Feeding
The adult must be comfortable and able to relax with good posture. The arm must be supported so that the spine is not bending to the side (i.e., not having to lean over to reach the chair arm. A comfortable, relaxed person is better able to focus on the infant and will be less likely to develop habits of seating that interfere with holding the baby in the best position for feeding.
Provide
Seating for the person providing the feeding requires comfortable back and arm support and the ability to sit with erect posture. A footstool often increases comfort by stabilizing legs and trunk. Lighting should enable seeing detail without being so bright that infant cannot open eyes or squints. A shading device for the infant's face may be necessary if bright light is required.
Avoid
Avoid using whatever chair is available, including using an armless chair or one with arm supports lower than the functional height of the elbow. Avoid minimizing the effect of your comfort on the success of the feeding. Avoid a chair that causes you to slouch.
Guide G-4 Holding for a Feeding
Provide Hold infant in arms if possible or near the body while supporting the infant's head. Hold the infant's head if necessary so that he can easily turn away and the head and neck remain under the baby's control. Hold infant in a semi-upright position or possibly in sidelying; maintain head at least 45-60 degrees above hips and not more than 90 degrees. Hold so that your own hand or a finger is on the infant's back to help count breaths if respirations are not easily observed otherwise.
Avoid
Avoid holding the infant's head in a fixed position usually at the back of the neck/ occipital area (the Spock grip) in order that he cannot turn away from the bottle. This interferes with the infant developing control of head and neck. This is often used as a means of preventing the infant from escaping or avoiding the nipple -aversive experiences associated with feeding. Observe for subtle signs of needing a rest break (e.g., dropping from alert to drowsy, loss of tone.) Allow infant to determine the length of the rest -which can seem to be long to the caregiver (e.g.1-2 min.) Avoid Avoid removing the nipple only if the baby coughs or chokes. Avoid restarting sucking when the baby pauses by moving the nipple in his mouth (e.g., moving up and down, pulling outward and pushing inward, twirling the nipple inside the mouth). Avoid continuing to make infant suck if the pace becomes very slow or the baby falls asleep or gets floppy before taking the expected amount. Avoid arousing the baby intentionally (e.g., remove the swaddling blanket, "burping" by "patting" the back or rubbing it vigorously, talking loudly, changing baby's position several times in quick succession.) Avoid continuing to feed if vital signs are not within established parameters.
GUIDE
GUIDE K: Care by Parents
Guide K-1 Inclusive Interactions with Parents Among all NICU professionals, bedside nurses are in the best position to include parents in all aspects of their infant's care. Consistent efforts to include parents in care sets the conditions for achieving competence in feeding and confidence in themselves as parents of this preterm, ill, or fragile infant.
Provide
Assist parents in gaining competence with early inclusion of their participation in care, even if this is a very simple action such as adjusting an eye covering for light therapy, or containing a hand while the infant is repositioned. Look for and set up opportunities for parents to work with you at their skill level. Gradually increase their participation so that they are competent in their care and confident in themselves when the infant is ready to bottle feed. For parent's with problematic interaction behaviors, seek assistance from available resources and cooperate in developing a staff-wide approach to reducing the unwanted behavior. Approach examples might be: talking with them just as any other parent with adjustments for their level of comfort; being courteous and polite in all things; calling them with updates at a staff-determined frequency.
Avoid
Avoid separating parents and infants by telling parents that their baby is too tired to be with them (e.g., "He's too tired to talk to.") This conveys that, as the child's parents, they are not important to the infant's welfare or competent enough to perform the most minimal of functions. Avoid evading parents by completing care that they could do before they arrive. Avoid social or unnecessary professional talk in the parent's space as this conveys that they do not belong and are not worth the consideration of doing business elsewhere. Avoid withdrawing from parent's with problematic interaction behaviors.
Guide K-2 Experience with Bottle Feeding
It is important for parents to be competent in their abilities and confident in their judgments coming into the central arena of feeding. Parents who regard themselves as competent are more confident and their infants are less likely to develop feeding problems during the first year. 64 They are also more likely to develop rewarding, mutually responsive relationships. 20 Address this complex task in a step-by-step manner. Make arrangements with others to prevent an infant from crying for more than a few minutes. Stay at the parent's side during caregiving and feeding until the parent completes the task in a thoroughly competent manner. Help families achieve rewarding social interaction with their infant. Show infant behavior that indicates alertness (e.g., does not appear as alert as a term baby; may appear to "look through" rather than at them; tires easily or falls asleep after brief face-toface interaction; interaction alternates with closed eyes and disengagement.) Help families recognize behaviors showing fatigue (e.g., fussing, squirming, turning head away, sleeping). Help families support the baby's efforts at interaction (e.g., quieting their own voices, containing their own excitement, handling slowly and smoothly; providing rest periods.) Help families set limits with friends and relatives for visiting, holding, talking loudly, etc.
Avoid
Avoid leaving parents alone with their infant until they are skillful and confident in their abilities. Avoid asking parents if it is OK to leave, as the expected answer is "yes".
Guide K-3 The Bedside Nurse Sets the Standard
GUIDE A ENVIRONMENT PREPARATIONS FOR FEEDING GENERAL CONDITIONS SUPPORTING STABILITY PREPARATIONS FOR FEEDING GENERAL CONDITIONS CHALLENGING STABILITY
Nurses have high status in the realm of hands-on care of a preterm, ill, or fragile infant. Parents observe nurses closely in learning how to do something "right". The nurse's behaviors, conversation, and deportment set the standard for the "right" way, whether or not the nurse wants the behavior to be emulated.
Provide a good example for all parents (e.g., those perhaps observing at a distance) of feeding infants sensitively and knowledgably. Use the parents' preferred name for the infant; Incorporate parents' ideas about feeding to the extent possible; Stay seated beside a parent during early feedings focusing only on the feeding. Narrate (identify and describe) briefly and quietly in real time how a particular skill/ behavior of the mother is helping the infant. 20 As each feeding concludes, describe at least one good feature of the parent's efforts, however small. 20 Adjust the infant's schedule to suit the parents' schedules; Work with hospital and community supports (i.e., social workers, Part C personnel) to find resources for families to get to the hospital for feeding.
Avoid ignoring that all parents in the area are learning by observing you during a feeding; Avoid unintended expressions of power (e.g., calling the infant "my baby", referring to the infant him by staff-invented nicknames.) Avoid interrupting parents concentration while feeding (e.g., discussing other matters, chatting.) Avoid taking over feeding an infant who is having difficulty rather than supporting parents to feed. Avoid directing attention to yourself as the teacher rather than directing attention to the infant as the source of information.
